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By exploring an often overlooked aspect of the epidemiology of adolescent behavior, this article makes an important point: one must use care in imputing certain characteristics to urban populations unless they have been appropriately compared to nonurban ones. Yet the tendency to do so is pervasive. Take, for example, a recent publication, "Health-Related Quality of Life in Urban Elementary Schoolchildren" (Mansour ME, Kotagal U, Rose B, et al. Pediatrics. 2003; 111:1372 -1380 . In this otherwise interesting and carefully designed study of a group of children who were found to have self-perceptions of impaired psychological and physical health, the repeated description of these children as "urban" goes beyond a simple characterization of the study population to convey the idea that urbanicity has some relationship to their problems. But there is no comparison group of nonurban children with otherwise similar demographics. It needs to be remembered that while many urban children may be disadvantaged, not all disadvantaged children are urban and, for that matter, not all urban children are disadvantaged.
In the Mansour et al. study, the actual analysis shows that employment, family income, insurance, and other factors were associated with low scores for perception of health-related quality of life. Perception of school connectedness (items such as feeling safe and happy in school, getting along with teachers and other students, etc.) also showed a strong relationship with health-related quality of life. Although the authors discussed the relevance of this finding to quality of schools, in this case they made no reference to schools as urban or otherwise, thereby avoiding a questionable assumption. Instead, they focused on the specific characteristics of the children's school environment, an approach that is consistent with the suggestion of Levine and Coupey that for at-risk adolescents, the influence of environmental characteristics on their behavior is what needs to be studied.
A related point emphasized by Levine and Coupey is worth reiterating: on the basis of their findings, allocation of programs and resources for at-risk youth should be based on factors other than urbanicity or population density.
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SUMMARY
To assess whether high school students were receiving annual clinical preventive health care visits, whether the visits included reproductive health prevention counseling and services for pregnancy and sexually transmitted diseases (STDs) including human immunodeficiency virus (HIV), and to determine how the visits were associated with sexual behaviors, data from the 1999 YRBS were analyzed for all students, for sexually experienced students, and for males and females separately. Age, race/ethnicity, and geographic region were also included in the analysis. Of the students surveyed, 60.4% of the girls and 57.5% of the boys had had a preventive health care visit in the past year. About half of all the students were sexually experienced (47.7% female; 52.2% male) and of these, the girls were more likely to have had a preventive care visit (64%) than the boys (54%). In fact, more of the inexperienced boys had visits (62%). Other significant associations of interest were higher visit rates in the Northeast and lower visit rates for inexperienced Hispanic students. Reproductive health counseling at these visits was reported by 42.8% of females and 26.4% of males; there were large differences for receipt of counseling between sexually experienced and inexperienced students: 61% and 24% respectively for females and 33% and 19% for males. Among the girls, older age and black race were positively associated with counseling. With regard to sexual (risk) behaviors (number of lifetime sex partners, hormonal contraceptive use), girls with several lifetime partners or hormonal contraception were more likely to have had visits or counseling.
COMMENTARY
The notion of "missed opportunities" was a major feature of the campaign to improve immunization rates of young children after the measles outbreaks of the late 1980s and early 1990s. Primary care physicians were encouraged to immunize at any visit regardless of the reason and, since infants and toddlers are often taken to the doctor and most doctors do provide immunizations, this change in physician behavior was possible to accomplish (though not without difficulty). When it comes to preventive care and counseling for adolescents, we are entering an alternate universe. To begin with, there is the matter of going to the doctor in the first place. Considering that it is not unusual to hear teens asking why they should go to the doctor if they are not sick, it is actually encouraging to note that about 60% of the surveyed students reported an annual preventive care visit. Nevertheless, a large group remains unseen. Even more problematic is the infrequency of counseling at these visits. The US Preventive Services Task Force recommends counseling to prevent unintended pregnancy, HIV infection, and other sexually transmitted diseases, although acknowledging that the evidence for the effectiveness of counseling by primary care clinicians is uncertain (Guide to Clinical Preventive Services, 2nd ed. Report of the US Preventive Services Task Force. Washington, DC: US Department of Health and Human Services; 1996:723, 739) . But here it appears that the only adolescent group that receives counseling the majority of the time is sexually experienced females. The absence of counseling for all inexperienced students and for males in general is deplorable and poses a major challenge for those concerned with the health of adolescents. As it was for immunizations, the public health strategy for addressing missed opportunities for adolescent counseling would be complex and resource intensive. Perhaps it should begin in tandem with the efforts underway to improve immunizations for adolescents. This kind of collaboration between practitioners of adolescent medicine and practitioners of public health would be good for adolescents and for the two fields involved. But regardless of what methodology might be chosen to improve preventive care for adolescents, improvement will only come about if there is the leadership and will to make it happen. So far there is no sign of the kind of concentrated and widespread effort that was directed at improving immunization rates.
This study and the one previously summarized again illustrate the continuing value of the YRBS data for describing and studying behavior of adolescents in the United States. It would be hard to equal the breadth and scope of this material. We can only hope these surveys will continue for the foreseeable future. 
SUMMARY
This study sought to determine what proportion of suicidal adolescents receive psychological or emotional counseling, what the sources of this counseling are, and what factors are associated with receipt of the counseling. Factors examined included age, gender, race/ethnicity, degree of suicidality (number of attempts), depression status, and ability to secure services as measured by urbanicity, physical examination in the past 12 months, health insurance status, and income. The National Longitudinal Study of Adolescent Health (Add Health) in 1994-1995 supplied data from in-home interviews with a nationally representative sample of students in grades 7 to 12 along with parental questionnaires and information from school administrators. From the original sample of 15,483 adolescents, the investigators studied 2,482 who indicated they had seriously thought about committing suicide in the past 12 months. Of these, about one third had made at least one attempt, and one tenth had made more than one; 682 (28%) of these students had received psychological or emotional counseling in the past 12 months, most often from a private doctor's office (37%) or from their school (34%). Community health clinics accounted for 19% and hospitals for 13%. Factors with a significant positive association with receipt of counseling included younger age, degree of suicidality and depression status, and having a physical examination in the past year. The only significant negative association was Asian ethnicity.
